Objective: To determine whether treatment with clarithromycin for respiratory tract infections was associated with an increased risk of cardiovascular (CV) events, arrhythmias or all-cause mortality compared with other antibiotics.
INTRODUCTION
There is an association between the inflammatory response to acute infection and
Strengths and limitations of this study
▪ This study examined cardiovascular and other serious outcomes following therapy with clarithromycin and, for the first time, all other antibiotics prescribed for the same indication. ▪ The study considered lower and upper respiratory tract indications separately, enabling outcomes to be compared by the severity of antibiotics' indication. ▪ Our use of linked primary and secondary care data from the Clinical Practice Research Datalink (CPRD) provided a large and nationally representative sample spanning 14 years and capturing data from more than 1.6 million prescriptions. ▪ Our analyses were based on issued prescriptions; we were unable to determine from the data whether these were dispensed, whether patients were compliant, or whether patients had been advised to delay starting the prescribed antibiotic. ▪ Indications for prescriptions are not directly recorded in CPRD and therefore had to be deduced.
cardiovascular (CV) event risk. Lower respiratory tract infection (LRTI) appears to be a trigger of acute myocardial infarction and stroke. [1] [2] [3] It has been postulated that some antibiotic drug classes-notably the macrolides-are associated with electrophysiological side effects such as QT prolongation, and therefore potentially increase the risk of CV events. 4 The British National Formulary advises that macrolides 'should be used with caution in patients with a predisposition to QT interval prolongation'. 5 However, macrolides are often used to treat more severe infections which should be taken into account when evaluating CV risk since antibiotic prescribing for LRTIs is different from that for other indications. Thus, illness severity and the indication for antibiotic treatment should be taken into account when analysing and interpreting any potential association between antibiotic exposure and outcome events.
This study was motivated by a recent paper that reported a significantly increased risk of cardiac death associated with clarithromycin versus penicillin-V (adjusted rate ratio (ARR) 1.76; 95% CI 1.08 to 2.85) but not with roxithromycin (ARR=1.04; 1.08 to 2.85), another macrolide antibiotic. 6 However, the study did not account for indication.
In a recent study of antibiotic treatment failure, we identified almost 11 million first-line antibiotic monotherapies, of which 39% were for upper respiratory tract infections (URTIs) and 29% for LRTIs. 7 Here, we used the same data set to characterise the risk of various severe outcome events, including CV events and arrhythmia, in people exposed to clarithromycin for respiratory infections versus other antibiotics. For the first time, the site of the infection was accounted for while adjusting for other risk factors.
METHODS

Data source
The data sources were primary care data from the Clinical Practice Research Datalink (CPRD) (formerly the General Practice Research Database) and linked secondary care data from the Hospital Episode Statistics (HES) for England. 8 Approval for this study was granted by CPRD's Independent Scientific Advisory Committee ( protocol 15_012).
CPRD contains clinically rich, pseudonymised, longitudinal data relating to more than 14 million patients, collected from 660 primary care practices throughout the UK (to January 2013). A proportion of participating practices based in England, representing about 50% of all CPRD patients, also take part in a linkage scheme by which the records of eligible patients are anonymously linked to other independent data sets. 9 These include, from 1997 to 2012, the HES repository, which collates data on all hospital admissions occurring within National Health Service hospitals in England. 10 Patients in linked practices are representative of the CPRD population as a whole, which is in turn broadly representative of the UK population. 9 11 CPRD applies data quality markers at patient and general practice (GP) levels. Patient records are considered to have an acceptable research quality if they are internally consistent with regard to age, sex, registration and event dates and if the patient has been permanently registered with the practice. Contributing practices are assigned an 'up to standard' date from which their data are judged to be of an acceptable quality with regard to completeness, plausibility and continuity. 12 Data recorded in CPRD include demographics; symptoms and diagnoses; prescriptions; immunisations; results of investigations; referrals to specialists and secondary care; feedback from other care settings; and lifestyle information relating to health behaviour, such as body mass index (BMI) and smoking status. Diagnoses in CPRD are recorded using the Read code classification and have been validated in a number of studies, showing a high positive predictive value. 13 Prescriptions are well documented in the database as they are generated within and automatically recorded by the general practitioner's practice software. The HES data include primary and contributory causes of hospital admission coded using the International Classification of Diseases (ICD)-10 classification.
Patient selection
To improve ascertainment of CV events, only those research quality patients eligible to have their records linked to the HES data set were selected, thereby providing details of diagnoses and procedures related to hospital admissions.
Patients younger than 35 years of age at therapy initiation were excluded from the analysis due to the rarity of CV events in this age group, although antibiotics were commonly prescribed to these patients. Patients were required to have been registered at an up-to-standard practice for at least 365 days at therapy initiation so that their prior history could be reliably characterised. Those with prior CV events at therapy initiation were excluded because of the difficulty, otherwise, in distinguishing between new events associated with antibiotic exposure and the re-recording by the general practitioner of an earlier event considered relevant to the patient's care. Patients with previous arrhythmia were excluded from the arrhythmia analysis for the same reason.
Identification of antibiotic therapy
The antibiotic therapies comprising the study cohorts were selected from a data set of first-line antibiotic monotherapies if they began between 1998 and 2012 and had a single associated diagnosis, by clinical code, for LRTI (eg, pneumonia, bronchitis, whooping cough) or URTI (eg, pharyngitis, laryngitis, tonsillitis, sinusitis).
Episodes of monotherapy were identified as one or more consecutive prescriptions for a single antibiotic separated by no more than 30 days and uninterrupted by prescriptions for other antibiotic drug substances; 98% of all antibiotic prescriptions were monotherapy. Only first-line therapies were selected, where these were defined as first-line if there were no prescriptions for other antibiotics in the preceding 30 days. To prevent previous antibiotic exposure from impacting on outcomes, a minimum of 90 days between therapies was required. Therapies were further excluded if follow-up from antibiotic initiation to the end of registration (for reasons other than death) or to the end of the data excerpt was <37 days, this period having been selected based on a presumed treatment course of 7 days plus 30 days' follow-up. More than 80% of the antibiotics in our data set were prescribed on a regimen of 7 days or fewer, and 7 days was also the antibiotic treatment duration examined in the Danish study. 6 For each of the two indications, the seven antibiotic agents most frequently prescribed were examined and reported separately; antibiotics less frequently prescribed for each indication were grouped as 'other'. The index date was defined as the date of the first prescription in the therapy episode. More than one episode could be identified for any individual patient. Figure 1 illustrates the overall process of selecting the study data.
Study end points
The primary end point was the occurrence of a first-ever CV event in the 37 days following antibiotic therapy initiation; this was determined for therapies for LRTI, URTI and overall, with the last of these enabling findings to be compared with previous studies. 6 Secondary end points were 37-day all-cause mortality and 37-day first-ever arrhythmia. Each analysis compared clarithromycin with other antibiotics (the seven most commonly prescribed and the 'other' group) and with all antibiotics combined, for LRTI and URTI separately and together. Post hoc, following a recent publication comparing CV end points in clarithromycin and amoxicillin in the first 2 weeks of exposure for Helicobacter pylori eradication, 14 we also analysed these end points in the 14 days following antibiotic initiation.
A CV event was defined as the first occurrence of fatal or non-fatal myocardial infarction, stroke, angina, or transient ischaemic attack, recorded by a Read or ICD-10 code in either the primary care or linked HES components of CPRD. An arrhythmia event was defined as a patient's first arrhythmia event recorded by a Read or ICD-10 code in these sources.
Statistical methods
The baseline characteristics of patients at antibiotic therapy initiation were determined for the most commonly prescribed antibiotics plus the 'other' group for each indication. Multivariable logistic regression was used to determine the independent associations between these antibiotics and 37-day CV events, 37-day all-cause mortality and 37-day arrhythmia events for LRTI and URTI.
LRTI and URTI indications were analysed separately, calculating separate ORs in order to investigate whether findings in previous studies might be due to differences in antibiotic prescription patterns between indications (LRTIs and URTIs were also analysed together). Clarithromycin was used as the reference category for the logistic regression. Candidate covariates were age, gender, smoking status, ethnicity, BMI, systolic blood pressure (SBP), total cholesterol (TC), diabetes, number of GP contacts in the prior year, Charlson comorbidity index, the number of antiplatelet, lipid-lowering and antihypertensive prescriptions in the year prior to index, year of antibiotic therapy initiation and the number of antibiotic therapies prescribed in the year prior to index.
Clarithromycin is an inhibitor of cytochrome CYP3A4 and so should not be combined with statins that are extensively metabolised by that enzyme. Statins not metabolised by CYP3A4 (rosuvastatin, pravastatin and fluvastatin) are therefore preferred for use in conjunction with clarithromycin. However, it has been reported that there may be an increased CV risk associated with these drug combinations. 15 To test this hypothesis, a sensitivity analysis was planned that would include only those patients receiving statins not metabolised by CYP3A4; however, owing to low numbers of events, the analysis was not carried out. Concomitant statin use was therefore included as a categorical covariate in the model.
To allow for any potential non-linear effects of predictors on the outcome, continuous variables were considered for modelling using restricted cubic spline functions to allow for potential non-linear effects.
Multivariable logistic regression was used to determine the independent effects of antibiotic therapies for each of the two indications for outcomes in the 37 days and, post hoc, 14 days from initiation. All candidate covariates were included in the final model with no variable selection performed because it has been shown that excluding statistically insignificant variables does not improve predictive accuracy and makes accurate CIs hard to obtain. All statistical analyses were performed using R software (R Core Team. R: A Language and Environment for Statistical Computing. R Foundation for Statistical Computing, Vienna, Austria. 2013. http:// www.r-project.org).
There were varying amounts of missing data for covariates such as BMI (66% missing), SBP (37%) and TC (69%; tables 1 and 2). The amount of missingness for certain covariates precluded the use of imputation techniques or the analysis of complete cases only. To address this, continuous covariates with missing values were categorised with an additional 'missing/not recorded' category. Similarly, categorical variables with missing values were recoded with an additional 'missing/not recorded' category.
Patient involvement
No patients were involved in the development of the research question, in the design or conduct of this study, or in the development of outcome measures. There are no plans to disseminate the results of the research to study participants or the relevant patient community.
RESULTS
Patients and cases
At the end of 2012, CPRD contained records of 58 450 685 antibiotic prescriptions issued to patients with research quality records. From these, 1 604 056 first-line monotherapy episodes were identified, 852 370 (53%) of which were associated with LRTI and 751 686 (47%) with URTI (47%; figure 1 ). All of these therapies were eligible for inclusion in the all-cause mortality analysis. Selecting only those patients with no prior history of a CV event at treatment initiation, there were 1 392 687 eligible cases: 700 689 (50%) for LRTI and 691 998 (50%) for URTI; these therapies were therefore eligible for inclusion in the analysis of CV outcome. Patients had no prior history of arrhythmia at the initiation of 1 387 584 therapies, 720 642 (52%) for LRTI and 666 942 (48%) for URTI, thus eligible for inclusion in the analysis of arrhythmia. 
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Baseline characteristics
The overall demographics, biochemical test results, patterns of baseline comorbidity and numbers of prior therapies were generally similar between the antibiotics prescribed for LRTI and URTI, as detailed in tables 1 and 2. There were more women with URTIs (65.6% vs 56.3%), while patients with LRTIs were older (61.8 vs 53.3 years).
Antibiotic treatment
Within the LRTI group, the most commonly prescribed antibiotic was amoxicillin (68%), followed by erythromycin (9%), clarithromycin (5%), co-amoxiclav (4%), cefalexin (3%), doxycycline (2%) and oxytetracycline (2%). The most frequently prescribed antibiotic in the URTI group was amoxicillin (51%), followed by penicillin-V (16%), doxycycline (10%), erythromycin (9%), co-amoxiclav (3%), cefalexin (3%) and clarithromycin (3%). Thus, the most commonly prescribed antibiotics were the same for both respiratory infection categories, with the exception of oxytetracycline for LRTI and penicillin-V for URTI (almost exclusively for tonsillitis/pharyngitis). The eight most frequently prescribed antibiotics overall include the most commonly used antibiotics for both LRTIs and URTIs.
CV event risk
Within the LRTI group, the unadjusted first-ever CV event rates within 14 and 37 days of treatment initiation were 15.7 and 29.6 per 10 000 therapies, respectively (table 3). The adjusted 37-day risk of first-ever CV events was the same in clarithromycin therapies as in all other antibiotics combined (OR=1.00; 95% CI 0.82 to 1.22). When analysing each of the most frequently used antibiotics for LRTI separately versus clarithromycin, the 37-day adjusted risk of CV event was highest in cefalexin therapies (1.42; 1.08 to 1.86) and lowest in doxycycline therapies (0.92; 0.64 to 1.32; table 4; figure 2) .
Within the URTI group, the unadjusted first-ever CV event rates within 14 and 37 days of antibiotic initiation were 5.0 and 9.9 CV events per 10 000 therapies (table 3) . The adjusted 37-day risk of a CV event was lower in all other antibiotics combined than in clarithromycin therapies (0.82; 0.54 to 1.25). When analysing each of the most frequently used antibiotics for URTI separately versus clarithromycin, the adjusted 37-day risk of a CV event was highest in co-amoxiclav therapies (1.17; 0.68 to 2.01) and lowest in erythromycin therapies (0.67; 0.40 to 1.11).
Within the LRTI and URTI combined group, the adjusted rates were 10.4 and 19.8 CV events per 10 000 therapies in the 14 and 37 days following initiation, respectively (table 3). The adjusted 37-day risk of a CV event was lower in all other antibiotics combined than in clarithromycin therapies (0.93; 0.78 to 1.11). When analysing each of the most frequently used antibiotics for URTI separately versus clarithromycin, the 37-day risk of CV risk was highest in cefalexin therapies (1.25; 0.98 to 1.59) and lowest in penicillin-V therapies (0.71; 0.53 to 0.95). The 14-day risk of CV events in the LRTI group was comparable between all other antibiotics combined and clarithromycin (0.93; 0.71 to 1.21). In the URTI group, there was no difference (0.99; 0.53 to 1.86; table 4).
All-cause mortality risk
Within the LRTI group, unadjusted all-cause mortality rates of 43.2 and 86.8 deaths per 10 000 therapies were found in the 14 and 37 days following initiation, respectively (table 3) . The adjusted 37-day risk of all-cause mortality was lower in all antibiotics combined than in clarithromycin therapies (0.85; 0.77 to 0.94). When analysing each of the most frequently used antibiotics for LRTI separately versus clarithromycin, the adjusted 37-day all-cause mortality risk was highest in co-amoxiclav therapies (1.32; 1.17 to 1.51) and lowest in oxytetracycline therapies (0.42; 0.31 to 0.56; table 4; figure 2 ).
In the URTI group, there were unadjusted rates of 2.7 and 7.9 deaths per 10 000 therapies, in the 14 and 37 days following initiation, respectively (table 3). The adjusted 37-day risk of all-cause mortality was higher in all other antibiotics combined than in clarithromycin therapies (1.06; 0.65 to 1.74). When analysing each of the most frequently used antibiotics for URTI separately versus clarithromycin, the adjusted 37-day all-cause mortality risk was highest in co-amoxiclav therapies (1.43; 0.76 to 2.67) and lowest in penicillin-V therapies (0.75; 0.41 to 1.34).
In the LRTI and URTI combined group, there were corresponding unadjusted rates of 24.2 and 49.8 deaths per 10 000 therapies, respectively. The adjusted 37-day risk of all-cause mortality was higher in all other antibiotics combined than in clarithromycin therapies (0.80; 0.73 to 0.89). When analysing each of the most frequently used antibiotics for LRTI and URTI combined versus clarithromycin, the 37-day all-cause mortality risk was highest in co-amoxiclav therapies (1.32; 1.16 to 1.49) and lowest in penicillin-V therapies (0.29; 0.21 to 0.39). The 14-day OR for all-cause mortality in the LRTI group was similar to the 37-day result (0.83; 0.72 to 0.95, table 4); however, in the URTI analysis, the 14-day OR differed slightly from the 37-day result (1.21; 0.50 to 2.98). However, the CIs of the 14-day and 37-day ORs for all-cause mortality spanned 1.
Arrhythmia event risk
Within the LRTI group, there were unadjusted rates of 19.3 and 49.3 arrhythmia events per 10 000 therapies within 14 and 37 days of therapy initiation, respectively (table 3). The adjusted 37-day risk of first-ever arrhythmia was lower in all other antibiotics combined than in clarithromycin therapies (0.88; 0.76 to 1.01). When analysing each of the most frequently prescribed antibiotics for LRTI separately, the adjusted 37-day risk of arrhythmia was highest in co-amoxiclav therapies (1.05; 0.86 to *Forty-six antibiotics (10 most frequently used: penicillin-V, flucloxacillin, cefradine, azithromycin, tetracycline, ampicillin, cefadroxil, ofloxacin, levofloxacin, nitrofurantoin). †Thirty-one antibiotics (10 most frequently used: ciprofloxacin, flucloxacillin, tetracycline, cefradine, cefadroxil, azithromycin, metronidazole, nitrofurantoin, ampicillin, co-fluampicil). ‡Forty-nine antibiotics (10 most frequently used: trimethroprim, cefaclor, ciprofloxacin, flucloxacillin, cefradine, tetracycline, azithromycin, ampicillin, cefadroxil, nitrofurantoin, metronidazole). CV, cardiovascular. *Forty-six antibiotics (10 most frequently used: penicillin-V, flucloxacillin, cefradine, azithromycin, tetracycline, ampicillin, cefadroxil, ofloxacin, levofloxacin, nitrofurantoin). †Thirty-one antibiotics (10 most frequently used: ciprofloxacin, flucloxacillin, tetracycline, cefradine, cefadroxil, azithromycin, metronidazole, nitrofurantoin, ampicillin, co-fluampicil). ‡Forty-nine antibiotics (10 most frequently used: trimethroprim, cefaclor, ciprofloxacin, flucloxacillin, cefradine, tetracycline, azithromycin, ampicillin, cefadroxil, nitrofurantoin, metronidazole). CV, cardiovascular. figure 2 ). Within the URTI group, there were unadjusted rates of 8.3 and 21.3 events per 10 000 therapies within 14 and 37 days of therapy initiation, respectively (table 3) . The adjusted 37-day risk of arrhythmia was lower in all other antibiotics combined than in clarithromycin therapies (0.94; 0.69 to 1.27). When analysing each of the most frequently prescribed antibiotics for URTI separately, the adjusted 37-day risk of arrhythmia was highest in co-amoxiclav therapies (1.22; 0.83 to 1.81) and lowest in penicillin-V therapies (0.70; 0.50 to 0.99) compared with clarithromycin. Within the LRTI and URTI combined group, there were unadjusted rates of 14.0 and 34.4 arrhythmia events per 10 000 therapies, within the 14 and 37 days following therapy initiation (table 3) . The adjusted 37-day risk of arrhythmia was lower in all other antibiotics combined than in clarithromycin therapies (0.86; 0.76 to 0.98). When analysing each of the most frequently prescribed antibiotics for URTI separately, the adjusted 37-day risk of arrhythmia was highest in co-amoxiclav therapies (1.08; 0.90 to 1.29) and lowest in penicillin-V therapies (0.57; 0.47 to 0.71) compared with clarithromycin.
The 14-day risk of arrhythmia in LRTI showed no difference between other antibiotics combined and clarithromycin therapies (1.01; 0.80 to 1.27). However, in the URTI group, the 14-day risk of arrhythmia was higher in all other antibiotics combined than in clarithromycin therapies (1.39; 0.80 to 2.41; table 4).
Interaction with statins not metabolised by cytochrome CYP3A4 In total, 13 176 therapies for LRTI and 7613 therapies for URTI were associated with prescriptions for statins not metabolised by cytochrome CYP3A4: rosuvastatin, pravastatin or fluvastatin. Among these, there were 80 deaths in the LRTI group and 9 deaths in the URTI group within 37 days of antibiotic initiation. In the statin-associated therapies for LRTI, there were also 23 first-ever CV events and 60 first-ever arrhythmia events within 37 days of antibiotic initiation; in those for URTI, there were 9 first-ever CV events and 24 first-ever arrhythmia events within 37 days of initiation.
Antibiotic therapies associated with rosuvastatin, pravastatin or fluvastatin included 801 clarithromycin therapies for LRTI and 255 clarithromycin therapies for URTI. Out of the 80 deaths in the statin-associated LRTI therapies, 6 were in therapies for clarithromycin. None of the nine deaths in the URTI therapies were in patients receiving clarithromycin therapies.
There were four CV events and one arrhythmia event in the statin-associated clarithromycin therapies for LRTI. There were no CV events or arrhythmia events in the statin-associated therapies for URTI.
A statistical model was not run due to the low number of events.
DISCUSSION
This study was motivated by other studies concluding that there was increased CV risk associated with macrolide antibiotics, including clarithromycin. Here, we assessed the risk of a first-ever CV event, as well as that of all-cause mortality and first-ever cardiac arrhythmia associated with antibiotics prescribed for URTIs and LRTIs, using clarithromycin as the referent.
Our findings do not support the hypothesis that treatment of respiratory tract infections with clarithromycin increased the risk of CV events, cardiac arrhythmias or all-cause mortality. We found a large difference in antibiotic prescription patterns and event rates between patients treated for upper and lower respiratory infections. The majority of penicillin-V and doxycycline prescriptions were associated with URTI, whereas the majority of clarithromycin prescriptions were associated with LRTI, which dramatically increases CV event risks due to differential age and comorbidity. However, when the respiratory indication was not accounted for-as in the study by Svanström et al 6 -our findings also showed a significant difference between penicillin-V and clarithromycin, with a 37-day OR of 0.29 (95% CI 0.21 to 0.39) for penicillin-V versus clarithromycin for all-cause mortality. However, when upper and lower respiratory indications for penicillin-V and clarithromycin were investigated separately, a non-significant reduction in 37-day all-cause mortality was found in penicillin-V for URTI, with CIs spanning 1. Furthermore, pooled findings for doxycycline versus clarithromycin demonstrated a lower 37-day OR of 0.45 (95% CI 0.37 to 0.54) for allcause mortality, but when split by indication the OR became 0.58 (0.47 to 0.72) for LRTI and 0.84 (0.46 to 1.52) for URTI.
For all-cause mortality, there were differences in odds in relation to the upper or lower location of the respiratory tract infection, but these patterns did not implicate clarithromycin specifically: some antibiotics were associated with a higher risk and others with a lower risk compared with clarithromycin. The risks of a first-ever CV event and arrhythmia with clarithromycin treatment were comparable with those observed with other antibiotics in patients with upper or lower respiratory infections. This was also the case where there was co-administration of statins not metabolised by cytochrome CYP3A4. This study differed from previous studies in that it was more wide-ranging in the types of antibiotics evaluated. Other studies targeted specific antibiotics. 16 Three outcomes were analysed here: all-cause mortality, first-ever CV event and first-ever arrhythmia. Macrolide antibiotics can inhibit the delayed potassium rectifier current in cardiac muscle cells and prolong the repolarisation phase of the cardiac cycle, manifesting as a lengthening of the QTc interval on an ECG 17 18 and increasing the risk of tachyarrhythmia such as torsades des pointes. 19 While extremely rare with oral administration of antibiotics at usual clinical doses and in people with healthy hearts, the risks of cardiac arrhythmia are potentially greater with administration of intravenous doses, co-administration with other inhibitors of CYP3A4, and in patients with heart disease, especially those with left ventricular dysfunction or inherited abnormalities of cardiac repolarisation (long QT syndrome). Despite this, our findings do not suggest an excess risk associated with clarithromycin therapy compared with other commonly prescribed antibiotics.
Following a recent publication evaluating various CV end points in clarithromycin and amoxicillin in the first 2 weeks of H. pylori eradication, we added the 14-day end point. 13 Overall, we did not observe major differences between our primary end points at 14 days compared with 37 days.
Further, the relatively low risk of all-cause mortality associated with commonly used antibiotics in primary care suggests that any intrinsic risk of death and/or CV event and/or arrhythmic event associated with clarithromycin therapy is of minimal clinical importance at a population level where there is no prior history of CVD or arrhythmia. Any clinical impact from a possible proarrhythmic effect of clarithromycin appears to be offset by the treatment of the underlying infection, reducing the intensity and duration of inflammatory influences on the vessel wall and myocardium. In our previous study of antibiotic treatment failure in primary care, it was shown that the antibiotic failure rates in LRTIs were lowest for clarithromycin (19.2%) and amoxicillin (18.8%) in 2012. In order to prevent previous antibiotic interactions impacting on outcomes, we applied a minimum period of 90 days between antibiotic therapies. This meant that the majority of therapies considered treatment failures in the original study (switching to an alternative antibiotic within 30 days of treatment) were excluded from this analysis; therefore, antibiotics with a higher treatment failure rate were more likely to be excluded.
Since CPRD collates data from routine practice, there will inevitably be missing and erroneous data, coding imperfections and variation in medical practice. This is mitigated to some extent by selecting only research quality patient data from up-to-standard practices. A limitation of this study was the inability to stratify our analyses by severity of infection. However, since we selected only first-line monotherapies for analysis, it may be assumed that the associated infections were less severe due to the single course of antibiotics required.
There was no confirmation that the patients were compliant with the antibiotic prescription's dosage instructions and intended duration. Similarly, it is not known to what extent prescribers advised patients to delay starting the prescribed antibiotics.
We did not examine risk in patients ill enough to require therapy with multiple antibiotics in combination; nor did we examine patients whose antibiotic treatment was initiated in hospital. Macrolides are often used for indications other than respiratory tract infection, including skin and soft tissue infections, but patients treated for non-respiratory indications were not included in this analysis. These findings therefore apply to patients aged 35 years and older managed for respiratory tract infections in primary care. It would be of value to investigate patterns of antibiotic use and associated risk in people with pre-existing CV disease.
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